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Introduction 


Purpose  of  the 
Continuum  of  Care  Module 


The  Self-Assessment  Module  Series 


The  Division  of  Service  Systems  (DSS)  and  the  Office  of 
Science  and  Epidemiology  (OSE)  within  the  HIV/AIDS  Bureau 
at  the  Health  Resources  and  Services  Administration  (HRSA) 
have  developed  a  series  of  tools  to  help  HIV  planning  councils 
and  consortia  assess  their  effectiveness  in  critical  areas  of 
responsibility  defined  by  the  Ryan  White  CARE  Act.  The  areas 
covered  in  the  series  are:  Comprehensive  HIV  Services  Planning, 
Continuum  of  Care,  Developing  and  Pursuing  the  Mission, 
Needs  Assessment,  Priority  Setting  and  Resource  Allocation, 
and  Representation  and  Diversity. 

Each  area  is  covered  in  a  separate  module.  At  the  same  time, 
information  is  complementary  across  the  modules  and  cross- 
referenced  when  appropriate.  The  modules  can  be  used 
independently  of  each  other  or  as  a  full  series. 

The  tools  have  been  designed  to  facilitate  self-assessment  by 
planning  councils  and  consortia.  Use  of  any  and  all  modules 
in  the  series  is  completely  voluntary.  Councils  and  consortia 
are  free  to  determine  which  area(s)  they  want  to  assess, 
when  to  conduct  the  self-assessment,  how  extensive  the 
scope  of  the  assessment  will  be,  and  with  whom  they  will 
share  results. 

DSS  staff  are  available  to  introduce  the  modules  or  to  respond 
to  any  concerns  raised  through  the  self-assessment  process. 
Please  contact  your  DSS  project  officer  if  you  have  any 
questions  about  the  self-assessment  modules  or  would 
like  assistance. 


The  Ryan  White  CARE  Act  is  designed  to  provide  health  and 
support  services  to  people  living  with  HIV  disease  and  AIDS 
(PLWH).  Title  I  Planning  Councils  and  Title  II  Consortia  are 
planning  bodies  with  responsibility  for  ensuring  that  PLWH  have 
access  to  needed  services  that  are  delivered  within  a  planned, 
coordinated  continuum  of  care.  This  module  is  designed  to  help 
planning  councils  and  consortia  assess  how  the  continuum  of 
care  was  developed  and  maintained,  and  what  specific  services 
are  included  in  it. 

Access  to  care  can  be  enhanced  by  providing  a  coordinated 
set  of  services  and  linking  mechanisms.  There  are  additional 
logistical,  financial,  cultural,  and  quality  assurance  considerations 
to  improve  access  to  care,  however  the  module  does  not 
assess  them. 

Specifically,  this  module  examines: 

•  the  process  used  to  develop  the  continuum  of  care 

•  the  services  included  in  the  continuum 

•  how  services  are  linked  to  form  a  continuum 

•  how  the  Ryan  White-funded  continuum  connects 
to  the  broader  system  of  care 

After  completing  this  module,  the  council  or  consortium's 
capacity  to  provide  a  thoughtfully  developed  continuum  of  care 
to  PLWH  will  be  strengthened.  The  council  or  consortium  will 
have  better  information  about  whether  its  existing  continuum 
meets  the  service  needs  of  PLWH  and  how  to  make  further 
improvements. 
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The  self-assessment  questions  are  divided  into  three  sections. 
The  definition  questions  ask  how  the  council  or  consortium 
defined  both  the  services  and  the  linking  mechanisms  essential 
to  the  continuum  of  care.  The  establishment  and  integration 
of  services  section  is  divided  into  two  parts:  questions  concerning 
the  services  contained  in  the  continuum  of  care,  and  questions 
about  the  linking  mechanisms  contained  in  the  continuum  of 
care.  The  last  section  on  coordination  asks  questions  about  the 
council  or  consortium's  efforts  to  integrate  Title  I  or  Title  II 
services  with  other  health  and  social  services  in  the  community, 
especially  other  Ryan  White-funded  services. 


What  is  a  Continuum  of  Care? 


A  continuum  of  care  is  a  coordinated  delivery  system, 
encompassing  a  comprehensive  range  of  services  needed  by 
individuals  or  families  with  HIV  infection  to  meet  their  health 
care  and  psychosocial  service  needs  throughout  all  stages  of 
illness.  The  concept  of  a  continuum  suggests  that  services  must 
be  organized  to  respond  to  changing  individual  or  family  needs 
in  a  holistic,  coordinated,  and  timely  manner,  thus  reducing 
fragmentation  of  care.  A  continuum  must  also  include  mechanisms 
for  linking  these  services,  so  that  PLWH  know  that  a  "seamless" 
service  delivery  system  exists  for  them. 

The  process  of  defining  the  elements  of  a  continuum  of  care 
is  intended  to  identify  all  essential  health  and  support  services 
which  might  be  needed  during  the  course  of  HIV  disease.  It  does 
not  imply  that  everyone  enrolled  in  the  system  of  care  will  need 
or  use  every  service.  As  the  continuum  of  care  relies  on  Ryan 
White  funding  as  well  as  other  public,  private,  and  volunteer 
resources,  it  is  not  an  easy  task  to  assess  its  comprehensiveness. 
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Definitions  of  Continuum  of  Care 


Conducting  the  Self-Assessment 


To  achieve  a  comprehensive  continuum  of  care,  services  must 
be  available  to  meet  all  the  needs  of  PLWH.  Resource  constraints 
may  make  this  impossible. 

The  following  terms  may  be  used  when  describing  a  continuum 
of  care: 

Ideal  Continuum  of  Care:  This  is  a  "wish  list"  set  of  services 
and  the  mechanisms  for  linking  these  services  that  the  council 
or  consortium  offers  PLWH  in  their  community.  Resources  are 
unlimited. 

Core  Continuum  of  Care:  This  is  the  set  of  services  and 
linking  mechanisms  that  the  council  or  consortium  has 
decided  should  be  available  to  PLWH  in  their  community. 
Although  resources  are  limited,  the  council  or  consortium 
is  committed  to  creating  this  core  continuum  of  care.  For 
some  councils  or  consortia,  the  core  continuum  may  consist 
of  a  few  services  and  one  linking  mechanism;  others  may  list 
many  services  and  multiple  linking  mechanisms. 

Existing  Continuum  of  Care:  This  is  the  set  of  services 
and  linking  mechanisms  currently  available  to  PLWH  in  their 
community.  These  consist  of  Ryan  White-funded  services, 
volunteer  services,  and  services  funded  by  other  sources. 

Linking  Mechanisms:  Sometimes  referred  to  as  integrating 
mechanisms,  these  guarantee  that  services,  including  primary  care, 
work  in  a  coordinated  manner.  Case  management  and  agreements 
regarding  client  referrals  are  considered  linking  mechanisms. 

The  distinctions  between  the  ideal,  core,  and  existing  continuum 
of  care  should  be  kept  in  mind  while  completing  this  module. 
If  your  council  or  consortium  has  a  different  concept  of  a 
continuum  of  care,  you  are  encouraged  to  incorporate  your 
concept  and  adapt  this  module  accordingly. 


This  section  discusses  how  to  conduct  the  self-assessment. 
It  provides  tips  to  make  the  self-assessment  process  efficient, 
productive,  and  positive.  While  the  recommendations  are  based 
on  experience  and  pilot  tests  of  the  modules,  each  planning 
council  and  consortium  should  adapt  this  process  to  fit  local 
constraints  and  issues.  The  discussion  covers  the  following  questions. 

•  Who  should  use  this  module? 

•  Who  conducts  the  self-assessment? 

•  What  activities  should  be  part  of  the  self-assessment? 

•  How  much  time  and  money  are  required? 
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Who  Should  Use  This  module? 


All  councils  and  consortia  should  consider  using  this  module  to 
assess  the  continuum  of  care  in  their  service  area. 

This  module  is  designed  for  councils  and  consortia  in  various 
phases  of  development — from  those  that  have  funded  services 
for  at  least  one  year  to  those  that  have  operated  for  five  years 
or  more. 

Councils  and  consortia  are  free  to  determine  when  to  conduct 
the  self-assessment  and  how  large  or  small  its  scope  will  be. 
The  questions  presented  in  this  module  may  be  used  in  their 
entirety  or  may  be  tailored  to  reflect  the  concerns  and  issues 
of  the  group  intending  to  use  them.  The  action  plan  sections 
of  the  module  are  designed  to  help  apply  self-assessment  results 
to  strengthen  the  continuum  of  care.  Councils  and  consortia 
may  have  specific  concerns  or  questions  about  an  area,  such 
as  linking  mechanisms,  of  this  module.  Therefore,  councils  and 
consortia  are  encouraged  to  adapt  the  module  to  accommodate 
local  circumstances. 

A  standing  committee,  such  as  an  evaluation,  planning,  or 
executive  committee  may  consider  and  recommend  the  use 
of  this  module.  Alternatively,  an  ad  hoc  group  of  five  to  ten 
individuals  may  be  convened  to  make  recommendations  about 
whether  to  use  the  module.  This  same  group  should  also  decide 
at  the  outset  whether,  how,  and  with  whom  the  results  of  the 
assessment  will  be  shared. 

Use  of  this  module  is  completely  voluntary.  The  decision 
to  conduct  the  self-assessment  belongs  to  the  membership 
of  the  council  or  consortium  and  to  no  one  else.  Councils 
and  consortia  are  free  to  determine  when  to  conduct  the 
self-assessment  and  how  large  or  small  the  scope  will  be. 
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Who  Conducts  the  Self-Assessment? 


A  committee  or  workgroup  should  oversee  the  implementation 
of  the  self-assessment.  This  could  be  the  same  group  that  made 
the  recommendation  to  do  the  self-assessment  or  a  newly 
convened  group.  A  group  of  five  to  ten  is  suggested  and  should 
include  representatives  of  the  infected  community.  Attention  to 
sexual  orientation,  racial,  ethnic,  and  gender  diversity  is  also 
critical.  Geographic  representation  should  be  considered, 
especially  when  the  service  area  is  diverse.  Some  of  the  group 
should  be  drawn  from  existing  council  or  consortium  member- 
ship, but  it  is  also  possible  to  go  outside  the  membership  for 
specific  expertise.  In  general,  it  is  desirable  to  include  a  grantee 
representative  in  order  to  promote  a  cooperative  and  collaborative 
relationship.  Including  representatives  from  the  grantee  or  others 
outside  the  planning  council  or  consortium  membership  (such  as 
from  colleges  or  universities)  may  facilitate  access  to  information 
and/or  provide  additional  resources  for  completing  the  module. 

The  person(s)  directly  responsible  for  service  coordination  should 
not  lead  the  self-assessment  because  it  may  be  difficult  for  him 
or  her  to  be  objective.  However,  his  or  her  participation  in  the 
workgroup  will  provide  an  important  perspective  and  may  help 
ensure  that  improvements  are  implemented.  The  self-assessment 
workgroup  should  receive  a  written  charge  from  the  council 
or  consortium  authorizing  the  self-assessment. 


This  and  all  the  other  self-assessment  modules  have  been 
designed  to  be  completed  by  groups  of  volunteers — members 
of  councils  and  consortia  and  others.  However,  council  or 
consortium  staff  may  also  be  involved,  depending  on  local 
circumstances  and  availability.  For  instance,  council  or  consortium 
staff  may  be  needed  to  assist  in  the  gathering  of  documents 
and  in  ensuring  effective  communication  among  members 
during  the  process.  Consultants  should  not  be  used  to  conduct 
the  self-assessment.  They  may,  however,  be  helpful  in  modifying 
this  module  for  the  local  environment,  or  in  facilitating  the 
self-assessment  process.  DSS  staff  are  also  available  to  assist 
in  the  application  of  the  module. 


What  Activities  Should  be  Part  of 
the  Self-Assessment? 

There  are  five  major  activities  that  must  occur  to  complete 
the  self-assessment: 

1.  Review  and  adapt  the  module  to  the  local  environment. 

2.  Collect  information  and  documents  needed  to  answer 
the  questions  in  the  module. 

3.  Answer  and  score  the  questions  in  the  module. 

4.  Develop  an  action  plan  to  guide  future  activities. 

5.  Apply  results  of  the  self-assessment. 

Tips  are  offered  for  each  of  these  activities. 
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1.  Review  and  adapt  module.  After  the  decision  is  made 
to  proceed  with  the  self-assessment,  the  first  step  is  to 
review  the  module  and  adapt  it  as  necessary.  For  example, 
questions  that  are  irrelevant  should  be  eliminated.  Careful 
review  of  all  the  module's  sections  at  the  outset  will  facilitate 
its  implementation  and  minimize  frustration  among  work- 
group members. 

The  module  should  be  distributed  to  all  members  of  the 
self-assessment  workgroup  approximately  one  week  before 
the  first  workgroup  meeting.  This  meeting,  in  person  if 
possible,  should  be  used  to  determine  the  specific  scope 
and  content  of  the  self-assessment  to  be  implemented, 
clarify  the  purpose  of  the  self-assessment,  define  the  process 
and  time  line  by  which  the  self-assessment  will  be  conducted, 
assign  roles  and  responsibilities  of  workgroup  members, 
and  clarify  specific  questions  for  all  members.  If  a  chair- 
person has  not  been  appointed,  one  should  be  elected 
at  this  meeting. 

2.  Collect  information  and  documents,  conduct  interviews. 

Once  the  workgroup  has  agreed  on  the  scope  of  the  self- 
assessment,  members  should  proceed  with  collecting  and 
reviewing  related  documents  and  information. 

Documents  could  include  your  current  definition  of  a 
continuum  of  care,  if  one  exists,  or  alternatively  a  current 
list  of  services  or  service  priorities.  Also  helpful  are  needs 
assessment  reports,  planning  documents,  the  most  recent 
Title  I,  Title  II,  or  consortium  grant  application,  orientation 
materials,  and  minutes  from  meetings  of  committees  or 
advisory  boards  that  work  on  planning  services,  as  well 
as  council  or  consortium  meetings  where  the  continuum 
of  care  was  discussed. 
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Interviews  could  be  conducted  with  members  of  the  council 
or  consortium  committee  who  plan  services;  council  or 
consortium  staff  who  work  on  coordination  or  linking 
of  services;  consultants  who  worked  on  services  issues; 
and  people  representing  service  organizations  and 
PLWH  groups. 

3.  Answer  and  score  the  questions.  After  collecting 
relevant  information  and  conducting  key  interviews, 
the  workgroup  should  convene  to  discuss  the  questions 
in  the  module.  Depending  on  the  number  of  questions 
being  addressed,  the  discussion  could  take  four  to  six 
hours.  The  discussion  may  occur  in  a  single  meeting, 
in  a  series  of  meetings,  or  by  telephone  conference 
calls.  The  questions  have  been  subdivided  into  sections 
to  facilitate  a  segmented  discussion. 

Many  questions  will  require  significant  discussion  and 
coming  to  consensus.  It  is  important  to  choose  an 
individual  who  can  focus  and  facilitate  discussion. 

There  are  two  important  parts  to  answering  the  questions. 
First,  and  most  important,  is  a  qualitative  discussion  of 
the  question,  what  the  council  or  consortium  did  well, 
and  what  it  could  do  better.  Second  is  assignment  of 
a  score  when  scoring  is  indicated.  Numerical  scoring 
is  provided  on  several  questions  to  help  the  council  or 
consortium  identify  areas  of  strength  and  weakness.  The 
scores  can  also  provide  a  baseline  for  future  self-assessments. 

A  question-by-question  overview  and  discussion  of  scoring 
is  provided  at  the  end  of  each  section.  The  overview 
elaborates  on  each  question  and  how  to  interpret  your 
score  and  answers.  It  may  be  helpful  to  refer  to  this 
overview  while  answering  the  questions. 
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The  points  in  each  section  are  added  up  then  divided  by 
the  number  of  scored  questions  (and  subquestions)  in  the 
section.  By  dividing  the  total  points  by  the  number  of 
scored  questions,  you  will  have  a  single  score  of  0  to  3 
for  each  section.  That  score  can  be  compared  to  the  score 
in  other  sections.  Combined  with  a  qualitative  assessment 
of  strengths  and  weaknesses  in  each  section,  the  scores  can 
be  helpful  in  highlighting  areas  where  a  planning  council 
or  consortium  has  done  very  well  (high  scores,  e.g.,  2  to 
3),  as  well  as  areas  in  which  changes  or  enhancements 
should  be  considered  (low  scores,  e.g.,  0  to  1). 

There  is  no  single  approach  to  scoring  the  module. 
Workgroup  members  can  arrive  at  a  meeting  with  their 
modules  scored  throughout  and  use  these  scores  to 
track  consensus  or  disagreement.  Alternatively,  members, 
working  in  teams,  can  take  responsibility  for  answering  the 
questions  in  a  section,  score  the  section,  and  then  provide 
their  averaged  scores  to  the  full  group  for  discussion. 
Some  planning  councils  and  consortia  may  want  to 
tabulate  everybody's  score  in  advance  of  the  meetings, 
so  that  averages  for  all  the  scored  questions  can  be 
referred  to  throughout  the  meeting  and  used  as  the 
basis  for  deliberation. 

Assigning  scores  is  not  the  ultimate  goal  of  the  self- 
assessment.  It  is  much  more  important  that  the  group 
engage  in  substantive  discussion  of  the  questions. 
If  you  get  stuck  on  scoring,  move  on.  All  scores  are 
confidential  and  are  not  compared  across  planning 
councils  and  consortia  or  shared  with  DSS. 


4.  Develop  action  plans.  Each  section  of  questions  concludes 
with  the  development  of  an  action  plan  for  that  section. 
The  self-assessment  will  be  most  successful  if  it  improves 
the  continuum  of  care  by  keeping  what  works  well, 
modifying  what  doesn't,  and  adding  important  aspects 
that  are  missing.  The  action  plans  are  intended  to  lead  a 
planning  council  or  consortium  forward.  Particular  attention 
should  be  paid  to  questions  that  were  scored  0  to  1, 
because  these  may  be  problem  areas.  You  should  not, 
however,  lose  sight  of  areas  of  strength  when  planning 
future  activities. 

A  format  is  provided  for  developing  the  action  plan  for 
each  section,  but  it  may  be  modified  to  meet  the  needs 
of  a  particular  planning  council  or  consortium.  For  each 
section  you  are  asked  to  list  objectives,  time  line,  resources 
needed,  and  person  responsible  for  completing  the  objective. 
Once  the  section-specific  action  plans  are  done,  an  overall 
plan  with  priorities  should  be  developed. 

5.  Apply  results.  The  results  of  the  self-assessment,  including 
answers  to  questions,  scores,  and  action  plans,  belong 
to  the  planning  council  or  consortium  and  to  no  one 
else.  However,  a  planning  council  or  consortium  may 
decide  to  share  part  or  all  of  its  results  with  the  grantee, 
with  DSS,  or  with  the  community. 


The  overarching  purpose  for  conducting  a  self-assessment 
is  to  improve  the  functioning  of  the  council  or  consortium. 
There  may  be  other  reasons  for  conducting  the  self- 
assessment,  such  as  responding  to  local  questions  or 
concerns,  but  the  self-assessment  modules  have  been 
designed  primarily  to  give  councils  and  consortia  tools 
to  help  them  improve  the  quality  of  their  operations. 
The  action  plan  component  of  the  module  is  intended  to 
lead  to  such  improvements.  Viewing  the  module  as  a  quality 
improvement  tool  supports  the  premise  that  results  of  the 
self-assessment  are  for  internal  use  and  do  not  need  to  be 
shared,  except  at  the  discretion  of  the  council  or  consortium. 

At  the  conclusion  of  the  self-assessment,  the  planning 
council  or  consortium  may  want  to  develop  a  brief  report. 
The  report  could  address  the  charge  to  the  workgroup 
or  committee,  workgroup  membership,  and  process  used 
to  complete  the  module  (e.g.,  number  of  meetings,  time 
lines,  people  interviewed,  documents  reviewed),  and 
recommendations. 
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How  Much  Time  and 
Money  are  Required? 


The  self-assessment  process  has  been  designed  to  be  very  low 
cost.  Time  is  the  principal  investment  required  of  those  who 
help  complete  the  module. 

Once  a  planning  council  or  consortium  has  decided  to  proceed 
with  the  self-assessment,  the  process  should  take  between 
eight  and  twelve  weeks,  beginning  with  tailoring  the  module 
to  the  local  environment  and  ending  with  an  action  plan  and 
reporting  of  results  to  the  council  or  consortium. 

A  suggested  time  line  for  the  self-assessment  follows. 
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Phase  I 


Deciding  to  do  Self-assessment 


Week  1 :   Convene  group  to  consider  the  self-assessment 
process;  make  recommendations  to  planning 
council  or  consortium. 

Week  2:    Planning  council  or  consortium  decides  to  proceed 
with  self-assessment;  identifies  ad  hoc  workgroup 
to  conduct  assessment;  writes  charge  to  the 
workgroup;  decides  who  will  get  results. 

Phase  II       Beginning  the  Self-Assessment 

Week  3:  Self-assessment  module  distributed  to  workgroup 
members  for  review;  first  meeting  of  workgroup 
scheduled. 

Week  4:   Workgroup  meets,  elects  chair,  reviews  and 
modifies  questions,  assigns  responsibilities. 

Weeks  5-6:    Documents  collected  and  reviewed; 
interviews  conducted. 

Phase  III      Answering  Questions 

Week  7:   Workgroup  meets  to  discuss  and  to  score 

questions;  develops  action  plans  for  completed 
sections. 

Week  8:   Workgroup  meets  to  complete  discussion 
and  action  plans. 

Phase  IV     Reporting  and  Implementing 

Week  9:   Workgroup  presents  results  to  planning  council 

or  consortium;  reports  on  process  and  preliminary 
action  plan. 

Weeks  10-12:  Planning  council  or  consortium  decides  on  action 
plan;  requests  technical  assistance  if  needed. 


Information  Sources 


To  complete  the  Continuum  of  Care  module,  you  will  need: 

•  documents  related  to  the  mission  and  purpose  of 
the  council  or  consortium 

•  the  council  or  consortium's  definition  of  continuum 
of  care,  if  it  exists 

•  the  most  recent  comprehensive  HIV  services  plan 

•  the  most  recent  needs  assessment 

•  the  results  from  the  most  recent  cycle  of  priority- 
setting  and  resource-allocation  activities  by  the 
council  or  consortium 

•  minutes  of  council  or  consortium  meetings  and 
relevant  committee  meetings 

•  council  or  consortium  reports  to  the  community 

•  the  most  recent  CARE  Act  grant  application 

•  documents  relating  to  other  planning  groups  and 
coordinating  bodies  with  which  the  council  or 
consortium  interacts,  and 

•  all  available  community  resource  guides. 
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Self-Assessment 
Questions 


w 


Definition 


To  what  extent  has  the  council  or  consortium  defined 
a  core  continuum  of  care? 


2 


To  what  extent  has  the  council  or  consortium  identified 
the  services  in  its  core  continuum  of  care? 


1 


To  what  extent  has  the  council  or  consortium  identified 
linking  mechanisms  in  its  core  continuum  of  care? 


not  defined 


defined 


□ 

0  pts 


J 

1  pt 


□ 

2  pts 


□ 

3  pts 


no  services 
identified 


all  services 
identified 


□ 

0  pts 


1  pt 


2  pts 


□ 

3  pts 


no  linking 
mechanisms 
identified 


all  linking 
mechanisms 
identified 


J 

0  pts 


1  pt 


2  pts 


□ 

3  pts 


The  core  continuum  of  care  is  the  set  of  services  and 
linking  mechanisms  that  the  council  or  consortium  is 
committed  to  creating.  It  consists  of  those  services  and 
linking  mechanisms  that  the  council  or  consortium  has 
decided  should  be  available  to  people  living  with  HIV 
disease  and  AIDS  in  their  EMA  or  region. 


Linking  mechanisms,  such  as  case  management  and 
community  resource  guides,  facilitate  access  to  all  services, 
including  primary  care,  reduce  duplication,  and  bolster 
a  "seamless"  service  delivery  system. 
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To  what  extent  has  the  council  or  consortium  included 
the  following  stakeholders  in  its  discussions  of  the  core 
continuum  of  care? 


b 


All  council  or  consortium  members 


People  living  with  HIV  disease  and  AIDS  (PLWH) 
who  are  not  council  or  consortium  members 


£   Local  or  regional  providers  (e.g.,  primary  care  or 
support  services)  who  are  not  council  or  consortium 
members 
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not  involved 


significantly  involved 


□ 

0  pts 


□ 

3  pts 


To  what  extent  has  the  council  or  consortium  used 

its  needs  assessment  to  define  its  core  continuum  of  care?  not  used  used 


0  pts  1  pt  2  pts  3  pts 


To  what  extent  has  the  council  or  consortium  used  its 
comprehensive  HIV  services  planning  process  to  define 

its  core  continuum  of  care?  not  used  used 


0  pts  1  pt  2  pts  3  pts 


1 


To  what  extent  has  the  council  or  consortium  used  its  core 
continuum  of  care  to  set  priorities  and  allocate  resources? 


not  used 


used 


□ 

0  pts 


1  pt 


2  pts 


□ 

3  pts 


Note:  A  continuum  of  care  may  influence  needs  assessments,  comprehensive  HIV  services  planning,  and 
priority  setting  and  resource  allocation.  Alternatively,  these  processes  may  contribute  to  the  development 
of  a  continuum  of  care. 
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Summary:  Definition 


Scoring 


To  score,  follow  these  steps: 

STEP  1    Add  up  the  points  for  questions  1  through  7 

and  put  that  amount  in  the  TOTAL  POINTS  box. 

STEP  2   Add  up  the  number  of  scored  questions  (and 

subquestions)  answered  and  put  it  in  the  TOTAL 
NUMBER  OF  SCORED  QUESTIONS  ANSWERED  box. 

STEP  3    Calculate  your  final  score:  TOTAL  POINTS  divided  by 
TOTAL  NUMBER  OF  SCORED  QUESTIONS  ANSWERED. 

STEP  4    Record  your  final  score  in  the  SCORE  box.* 


TOTAL  POINTS 

divided  by 

TOTAL  NUMBER  OF  SCORED 
QUESTIONS  ANSWERED 

equals 

SCORE 


*lf  your  score  equals  more  than  3,  double-check  your  addition  of  points  and 
counting  of  subquestions  answered. 


Continuum  of  Care  •  Summer  1997 


STRENGTHS   AND  WEAKNESSES 


What  aspects  of  defining  the  continuum  of  care  worked  well? 


What  needs  to  be  improved? 


Action  Steps 


Based  on  your  responses  to  questions  1  through  7,  list  the 
key  areas  where  action  should  be  taken  to  help  the  council 
or  consortium  define  a  continuum  of  care.  -» 


action  Steps  for  Questions  1-7 


OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 

OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 

OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 
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DEFINITION: 

DISCUSSION  OF  SCORING  AND  QUESTIO 


Question  1  asks  if  your  council  or  consortium  has  defined  a  core 
continuum  of  care.  The  core  continuum  includes  the  services 
and  linking  mechanisms  the  council  or  consortium  is  committed 
to  creating.  If  members  of  the  workgroup  agree  that  a  definition 
exists  or  have  one  in  writing,  you  should  give  yourself  three 
points.  If  you  have  not  defined  a  continuum  of  care,  your  score 
will  be  zero.  However,  subsequent  questions  may  indicate  that 
parts  of  a  definition  exist. 

Many  councils  and  consortia  have  developed  standards  of 
care  containing  elements,  such  as  a  list  of  services,  of  your 
core  continuum  of  care. 

Question  2  asks  if  your  definition  includes  a  list  or  description  of 
services.  Since  the  definition  of  a  core  continuum  of  care  includes 
services,  score  zero  if  your  definition  does  not  include  them. 

Question  3  asks  if  your  definition  includes  linking  mechanisms. 
These  are  a  critical  part  of  your  definition. 

In  question  4,  please  assess  whether  each  stakeholder  was 
involved  in  discussions  of  the  core  continuum  of  care.  If  those 
stakeholders  participated  in  this  discussion,  score  three  points. 
Lower  levels  of  participation  can  be  scored  a  one  or  a  two. 

Question  5  asks  whether  the  council  or  consortium  used  its  needs 
assessment  to  define  its  core  continuum  of  care.  Question  6 
asks  if  you  used  your  comprehensive  HIV  services  planning 
process  for  this  purpose.  Both  provide  information  about 
needs  and  gaps  in  services  or  service  coordination.  To  assess 
these  areas,  see  the  self-assessment  modules  on  these  topics. 
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S  1-7 


Question  7  asks  if  the  core  continuum  of  care  was  used  to 
set  priorities  and  allocate  resources.  The  continuum  of  care 
can  be  a  guidepost  when  allocating  resources.  The  council  or 
consortium  may  choose  not  to  allocate  resources  to  services 
within  its  core  continuum  of  care  if  those  services  are  volunteer 
or  are  funded  by  a  different  source.  The  ideal  or  existing 
continuum  of  care  may  also  inform  the  priority-setting  and 
resource-allocation  process. 

Your  planning  council  or  consortium  may  use  additional  steps, 
such  as  defining  shared  values  or  a  shared  vision,  to  create  a 
core  continuum  of  care.  These  are  described  in  the  Compre- 
hensive HIV  Services  Planning  module.  A  decision-making 
process  and  other  ground  rules,  outlined  in  the  Priority  Setting 
and  Resource  Allocation  module,  may  be  used  to  define  the 
core  continuum  of  care. 


Establishment  and  Integration  of  Services 


What  services  are  included  by  the  council  or  consortium 
in  its  core  continuum  of  care,  and  to  what  extent  are 
these  services  included  in  the  existing  continuum  of  care? 
(See  page  46  for  a  description  of  these  services.) 


Even  though  included  in  the  existing  continuum  of  care, 
not  all  services  are  fully  developed  or  comprehensive.  An 
existing  continuum  of  care  is  most  effective  when  services 
are  accessible,  financed,  and  managed  well. 


Service 


Was  it  included  in 
the  Core  Continuum? 
(Check  if  yes.) 


IF  YES,  to  what  extent  was 
this  service  included  in 
the  Existing  Continuum? 


not  included 


included 


jj    Ambulatory/Outpatient  Medical  Ca 


|j    Case  Management 


re 


C 


e 


Dental  Care 


jj    Emergency  Medical  Services 


Health  Insurance 


□ 


□ 


□ 


□ 


J 

it  ill— 

w—um 

J 

0  pts 

1  pt 

2  pts 

3  pts 

J 

■OH 

0  pts 

1  pt 

2  pts 

3  pts 

■OH 

J 

0  pts 

1  pt 

2  pts 

3  pts 

mum 

mam 

0  pts 

1  pt 

2  pts 

3  pts 

HOB 

■ON 

0  pts 

1  pt 

2  pts 

3  pts 

% 1 
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Service 


Was  it  included  in 
the  Core  Continuum? 
(Check  if  yes.) 


IF  YES,  to  what  extent  was 
this  service  included  in 
the  Existing  Continuum? 


Home  Health  Care 

^  Para-Professional 

jj  Professional 
||  Specialized 

Durable  Medical  Equipment 

Hospice  Care 

Home-based 

U     Residential  □ 


not  included  included 

0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 
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Service 


Was  it  included  in 
the  Core  Continuum? 
(Check  if  yes.) 


IF  YES,  to  what  extent  was 
this  service  included  in 
the  Existing  Continuum? 


not  included 


included 


Inpatient  Services  (not  eligible  for  Ryan  White  funding) 


Long-term  Care  (not  eligible  for  Ryan  White  funding) 


|j      Medications  and  Therapeutics 


g      Mental  Health  Therapy/Counseling 


P 


q 


Nutritional  Services 


Rehabilitation  Care 


J"      Substance  Abuse  Treatment/Counseling 


□ 


□ 


□ 


□ 


□ 


□ 

□ 

0  pts 

1  pt 

2  pts 

3  pts 

J 

□ 

0  pts 

1  pt 

2  pts 

3  pts 

J 

□ 

0  pts 

1  pt 

2  pts 

3  pts 

J 

■  □ 

0  pts 

1  pt 

2  pts 

3  pts 

J 

J 

0  pts 

1  pt 

2  pts 

3  pts 

□ 

□ 

0  pts 

1  pt 

2  pts 

3  pts 

□ 

mam 

0  pts 

i  pt 

2  pts 

3  pts 

1*4 
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Service 


Was  it  included  in 
the  Core  Continuum? 
(Check  if  yes.) 


IF  YES,  to  what  extent  was 
this  service  included  in 
the  Existing  Continuum? 


not  included  included 

Support  Services 

p     Adoption/Foster  Care  Assistance                                                                Q         ^^^^^  J 

0  pts               1  pt                 2  pts  3  pts 

(•    Buddy/Companion  Services                                                                       J         mc^ai^Bmam  j 

0  pts               1  pt                 2  pts  3  pts 


0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 

Direct  Emergency  Financial  Assistance                                                        -J  WBMJmmmmmtJm  j 

0  pts  1  pt  2  pts  3  pts 

Food  Bank/Home  Delivery                                                                         □  □ 

0  pts  1  pt  2  pts  3  pts 
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Service 


Was  it  included  in 
the  Core  Continuum? 
(Check  if  yes.) 


IF  YES,  to  what  extent  was 
this  service  included  in 
the  Existing  Continuum? 


not  included  included 

Health  Education/Risk  Reduction                                      □                       ■  ■  :mmmmmmmm  m 

0  pts  1  pt  2  pts  3  pts 

Housing  Assistance/Housing-related  Services                        □                        ■  mammmmmtKmrnm  ■ 

0  pts  1  pt  2  pts  3  pts 

Outreach                                                                     □                        ■  ■■■■■■■■■■■■  ■ 

0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 

0  pts  1  pt  2  pts  3  pts 

Other  Support  Services                                                    □                        ■  naBHOBHi  ■ 

0  pts  1  pt  2  pts  3  pts 


Other    □  ■     mmmmmammmmm  ■ 

0  pts  1  pt  2  pts  3  pts 


Total  Points  for  Question  8 

II  u 
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9 


Based  on  the  services  included  in  the  core  continuum  of 
care,  was  it  necessary  for  the  grantee  or  administrative 
agent  during  the  most  recent  funding  cycle  to: 


11 


g     add  new  services  to  the  existing  continuum  of  care? 


b 


discontinue  services? 


£     change  services? 


What  barriers,  if  any,  exist  for  PLWH  wishing  to  utilize 
services  within  the  existing  continuum  of  care? 


What  strategies  has  the  council  or  consortium  used  to 
ensure  that  all  services  in  the  core  continuum  of  care 
are  accessible  to  PLWH? 
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no 


yes 


□ 


[ 
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|2     The  following  linking  mechanisms  can  coordinate  or 
integrate  the  services  included  in  the  core  continuum 
of  care.  For  each  mechanism,  identify  whether  it  was 
included  in  the  core  continuum  of  care,  and  to  what 
extent  it  was  included  in  the  existing  continuum  of  care. 
(See  page  52  for  more  information.) 


Linking  (Integrating)  Mechanism 


Was  it  included  in 
the  Core  Continuum? 
(Check  if  yes.) 


IF  YES,  to  what  extent  was 
this  mechanism  included  in 
the  Existing  Continuum? 


not  included 


included 


a    Agreements  regarding 
client  referrals 


|j    Case  management  (HIV  service  coordination, 
care  coordination)* 


p    Client  information  system  (on  a  community  level) 
"    containing  clinical,  eligibility,  and/or  service 
utilization  information 


□ 

□ 

0  pts 

1  pt 

2  pts 

3  pts 

J 

□ 

0  pts 

1  pt 

2  pts 

3  pts 

J 

J 

0  pts 

1  pt 

2  pts 

3  pts 

*  Case  management  is  listed  as  a  service  category  in  question  8  and  as  a  linking  mechanism  in  this 
question  because  it  provides  both  direct  support  to  the  client  and  links  clients  to  benefits  and  services. 


Self-Assessment  Module  for  Ryan  white  care  act  title  i  HIV  Health  Services  Planning  Councils  and  Title 


HIV  Care  Consortia 


Linking  (Integrating)  Mechanism 


Was  it  included  in 
the  Core  Continuum? 
(Check  if  yes.) 


IF  YES,  to  what  extent  was 
this  mechanism  included  in 
the  Existing  Continuum? 


not  included  included 


0  pts  1  pt                 2  pts  3  pts 

Community  resource  guides  for 

0  pts  1  pt                 2  pts  3  pts 

Information  and  referral  hotline 

for  providers  and  consumers                                                   □                      J  aUHBtE  J 

0  pts  1  pt                 2  pts  3  pts 

On-line  service  or  web  site 

with  list  of  resources                                                                                     J  UBMOi  □ 

0  pts  1  pt                 2  pts  3  pts 
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Linking  (Integrating)  Mechanism 


Was  it  included  in 
the  Core  Continuum? 
(Check  if  yes.) 


IF  YES,  to  what  extent  was 
this  mechanism  included  in 
the  Existing  Continuum? 


not  included 


included 


||    Single  or  multiple  points 
of  entry  and  retention 


□ 


□ 

0  pts 


1  pt  2  pts 


J 

3  pts 


Unique  client  identifier  to  track 
duplicated  use  of  services 


□ 


0  pts  1  pt  2  pts  3  pts 


Written  agreements  of  collaboration 
among  agencies 


h 


Other 


□ 


□ 


□ 


□ 


0  pts  1  pt  2  pts  3  pts 


□ 


0  pts  1  pt  2  pts  3  pts 


Total  Points  for  Question  12 


I 
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13 


To  what  extent  have  the  mechanisms  for  coordination 
and  integration  helped  clients  utilize  services  within 
the  continuum  of  care? 


14 


IS 


To  what  extent  has  the  coordination  of  services  minimized 
unnecessary  duplication  of  service  delivery  among  providers? 


What  barriers,  if  any,  have  created  difficulty  in  the 
coordination  of  services  within  your  council  or  consortium's 
continuum  of  care? 
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not  helpful 


very  helpful 


To  what  extent  has  the  council  or  consortium  publicized 
the  range  of  services  available  within  the  existing  continuum 
of  care  to  PLWH,  service  providers,  and  community  leaders? 


no  information 
publicized 


information 
routinely  publicized 


To  what  extent  has  the  council  or  consortium  educated 
PLWH,  their  families,  and  friends  about  how  to  gain  access 
to  services? 


0  pts  1  pt  2  pts  3  pts 

not  educated  educated  routinely 

0  pts  1  pt  2  pts  3  pts 


To  what  extent  has  there  been  periodic  review 
(e.g.,  assessing  of  client  and/or  provider  perspectives) 
of  the  existing  continuum  of  care  by  the  council 
or  consortium? 


reviewed  on 

not  reviewed  an  annual  basis 


J  OHHO  J 

0  pts  1  pt  2  pts  3  pts 
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Summary:  Establishment  and  Integration  of  Services 


Scoring 


To  score,  follow  these  steps: 

STEP  1    Add  up  the  points  for  questions  8  through  18 

and  put  that  amount  in  the  TOTAL  POINTS  box. 


Strengths  And  Weaknesses 

What  aspects  of  establishing  and  integrating  services 
worked  well? 


STEP  2   Add  up  the  number  of  scored  questions  (and 

subquestions)  answered  and  put  it  in  the  TOTAL 
NUMBER  OF  SCORED  QUESTIONS  ANSWERED  box. 

STEP  3    Calculate  your  final  score:  TOTAL  POINTS  divided  by 
TOTAL  NUMBER  OF  SCORED  QUESTIONS  ANSWERED. 

STEP  4    Record  your  final  score  in  the  SCORE  box.* 


^^^^^^ 


TOTAL  POINTS 

divided  by 

TOTAL  NUMBER  OF  SCORED 
QUESTIONS  ANSWERED 

equals 

SCORE 


What  needs  to  be  improved? 


Action  Steps 


Based  on  your  responses  to  questions  8  through  18,  list  the 
key  areas  where  action  should  be  taken  to  improve  the 
establishment  and  integration  of  services. 


*if  your  score  equals  more  than  3,  double-check  your  addition  of  points  and 
counting  of  subquestions  answered. 
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Action  Steps  for  Questions  8-18 


OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 

OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 

OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 
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ESTABLISHMENT  AND  INTEGRATION  OF  SERVICES: 
DISCUSSION  OF  SCORING  AND  QUESTIONS  8-18 


Question  8  lists  services  commonly  supported  by  Ryan  White 
funds.  This  question  asks  you  to  identify  which  services  are 
part  of  your  core  continuum  of  care  and  to  what  extent  those 
services  currently  exist.  Except  for  inpatient  services  and  long- 
term  care,  the  list  does  not  include  services  that  may  not  be 
supported  by  Ryan  White  funds.  Include  those  services  in  the 
"other"  category.  Score  three  points  if  the  service  is  available 
to  all  PLWH  who  need  it.  Score  zero  points  if  it  is  not  available 
at  ail. 

Question  9  asks  if  the  listing  of  services  within  the  core  continuum 
of  care  led  to  a  need  to  add,  discontinue,  or  change  services. 
This  question  and  the  next  two  are  not  scored.  Question  10 
is  intended  to  support  a  discussion  about  the  barriers  to 
utilization  of  services,  while  question  1 1  asks  about  strategies 
used  to  overcome  barriers. 

Question  12  lists  linking  mechanisms  used  to  integrate  and 
coordinate  services  to  form  a  continuum  of  care.  If  a  linking 
mechanism  is  part  of  your  core  continuum,  it  should  be 
included  in  your  existing  continuum.  If  so,  score  three  points. 

Question  13  emphasizes  the  role  of  linking  mechanisms  in 
helping  clients  utilize  all  services  within  the  continuum.  Score 
three  points  if  these  mechanisms  have  helped. 


Question  14  highlights  another  goal  of  service  coordination — 
the  elimination  of  service  delivery  duplication.  This  may  improve 
data  collection  within  your  service  system.  If  you  have  eliminated 
duplication,  score  three  points. 

Question  15  is  not  scored  but  asks  you  to  discuss  and  describe 
barriers  to  coordination  of  services. 

Question  16  asks  if  you  have  publicized  services  within  the 
continuum  of  care.  If  clients  are  not  aware  of  the  range  of 
services  available,  they  are  less  likely  to  gain  access  to  them. 
Of  course,  information  about  services  should  be  current  and 
accurate. 

Question  17  asks  about  education  efforts  to  assist  clients 
in  gaining  access  to  services.  These  efforts  could  include 
trainings,  hotlines,  mailings,  and  other  means  of  education. 

Question  18  asks  if  the  existing  continuum  of  care  has  been 
reviewed  periodically  from  multiple  perspectives.  A  needs 
assessment  may  help  in  this  review.  Without  this  review,  it  is 
difficult  to  measure  progress  toward  establishing  the  core 
continuum  of  care. 
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Coordination 


| Q  For  each  of  the  following  programs  or  initiatives,  indicate  whether 
it  is  located  in  your  eligible  metropolitan  or  service  area,  and  to 
what  extent  the  council  or  consortium  has  coordinated  with  each 
to  expand  its  ability  to  address  the  needs  of  PLWH.  In  the  last 
column,  explain  how  coordination  has  improved  or  expanded 
services  for  PLWH.  (Some  methods  of  service  coordination  are 
described  on  page  54.) 


Program  Type 


Program 
Located 
in  Area? 


Extent  of 
Coordination 


How  Has  Coordination 
Expanded  Services? 


jj    Title  I  program 
(for  consortia  only) 


□ 


none 


0  pts 


|j    Title  II  program 

(for  planning  councils  only) 


□ 


none 

□ 

0  pts 


extensive 


1  pt         2  pts 


J 
3  pts 


Q    Title  III  grantees  none  extensive 


0  pts        1  pt         2  pts         3  pts 
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Program  Type 


Program 
Located 
in  Area? 


Extent  of 
Coordination 


How  Has  Coordination 
Expanded  Services? 


d 


Title  IV  grantees 


□ 


none 

0  pts 


1  pt 


extensive 

s:  □ 
2  pts        3  pts 


g    Special  Projects  of 
National  Significance 
(SPNS) 


□ 


none 

□ 

0  pts 


1  pt 


extensive 

mar.::.  □ 
2  pts        3  pts 


f 


AIDS  Education  and 
Training  Center  (AETC) 
programs 


□ 


none 

0  pts 


1  pt 


extensive 

sa=r  □ 
2  pts        3  pts 


0 


HIV/AIDS  Dental 
Reimbursement  programs 


□ 


none 


extensive 


0  pts 


1  pt 


2  pts 


□ 
3  pts 
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Program  Type 


Program 
Located 
in  Area? 


Extent  of 
Coordination 


How  Has  Coordination 
Expanded  Services? 


h 


Statewide  Coordinated 
Statement  of  Need  (SCSN) 
working  group 


□ 


none 


extensive 


0  pts        1  pt         2  pts        3  pts 


CDC  HIV  Prevention 
Community  Planning  Groups 


□ 


none 


extensive 


Housing  Opportunity  for  People 
with  AIDS  (HOPWA)  programs 


□ 


0  pts         1  pt         2  pts       3  pts 


none 


extensive 


0  pts         1  pt         2  pts       3  pts 


Substance  Abuse  and  Mental  Health 
Services  Administration  (SAMHSA) 
programs  □ 


none 


extensive 


0  pts         1  pt         2  pts       3  pts 


"I 
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Program  Type 


Program 
Located 
in  Area? 


Extent  of 
Coordination 


How  Has  Coordination 
Expanded  Services? 


Federally-funded  Migrant,  Homeless, 

and  Community  Health  Centers  none  extensive 


mMJmmmmmcmmmmmammfsimQ  : 

0  pts       1  pt       2  pts     3  pts 


Maternal  and  Child  Health 


0  pts  1  pt         2  pts     3  pts 


p    TB  programs  none  extensive 


Q    STD  programs  none  extensive 


■o— t— ow  g-  ■  □ 

0  pts         1  pt  2  pts     3  pts 
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Program  Type 


Program 
Located 
in  Area? 


Extent  of 
Coordination 


How  Has  Coordination 
Expanded  Services? 


P 


State  Medicaid  program 


□ 


none 


extensive 


0  pts 


1  pt 


2  pts      3  pts 


Other  (e.g.,  managed 
care  initiatives  or  vocational 
training  programs) 


□ 


none 


extensive 


■ 

0  pts 


1  pt 


2  pts      3  pts 


Total  Points  for  Question  19 


f  36 
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20 


To  what  extent  has  collaboration  with  other  programs 
helped  to  expand  the  existing  continuum  of  care  for  PLWH 


jj   By  increasing  the  number  of  services  included 
in  the  existing  continuum  of  care? 


|j   By  increasing  the  capacity  of  providers  and  agencies 
offering  these  services? 


2"j     What  barriers,  if  any,  exist  with  respect  to  coordinating 
with  the  programs  listed  in  question  19? 
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no  increase 


substantial 
increase 


substantial 

no  increase  increase 


□ 

0  pts 


□ 

3  pts 


Summary:  Coordination 

Scoring 

To  score,  follow  these  steps: 

STEP  1    Add  up  the  points  for  questions  19  through  21 
and  put  that  amount  in  the  TOTAL  POINTS  box. 

STEP  2    Add  up  the  number  of  scored  questions  (and 

subquestions)  answered  and  put  it  in  the  TOTAL 
NUMBER  OF  SCORED  QUESTIONS  ANSWERED  box. 

STEP  3    Calculate  your  final  score:  TOTAL  POINTS  divided  by 
TOTAL  NUMBER  OF  SCORED  QUESTIONS  ANSWERED. 

STEP  4    Record  your  final  score  in  the  SCORE  box.* 


TOTAL  POINTS 

divided  by 

TOTAL  NUMBER  OF  SCORED 
QUESTIONS  ANSWERED 

equals 

SCORE 


*lf  your  score  equals  more  than  3,  double-check  your  addition  of  points  and 
counting  of  subquestions  answered. 
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Strengths  And  Weaknesses 

How  has  coordination  with  other  programs  or  initiatives 
strengthened  the  continuum  of  care  in  your  EMA  or  service  area? 


How  can  coordination  with  other  programs  or  initiatives 
be  improved? 


Action  Steps 

Based  on  your  responses  to  questions  19  through  21,  list 
the  key  areas  where  action  should  be  taken  to  improve  the 
continuum  of  care.  -> 
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Action  Steps  for  Questions  19-21 


OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 

OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 

OBJECTIVE: 

RESOURCES: 

TIME  LINE: 

PERSON  RESPONSIBLE: 
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COORDINATION: 

DISCUSSION  OF  SCORING  AND  QUESTIONS  19-21 


Question  19  measures  the  extent  of  coordination  with  a 
range  of  programs  and  initiatives.  There  is  increasing  emphasis 
on  coordination,  especially  amqng  Ryan  White-funded  programs 
through  the  Statewide  Coordinated  Statement  of  Need  process. 

Questions  20a  and  20b  ask  how  coordination  has  increased  the 
services  available  and  increased  the  capacity  of  providers.  Score 
three  points  each  if  coordination  has  succeeded  in  these  efforts. 

Question  21  is  not  scored  but  asks  what  barriers  limit  coordination. 
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Below  is  a  list  of  legislation,  HRSA  documents,  articles, 
and  books  related  to  this  topic. 

LEGISLATION 

•   1  996  CARE  Act. 


HRSA  DOCUMENTS 

•  Activities  of  Ryan  White  CARE  Consortia,  FY  1993, 
Conviser,  R.  October  1994. 

•  Addressing  Major  Title  l/ll  Coordination  Issues  in  Newly 
Developing  Eligible  Metropolitan  Areas.  Conviser,  R. 
July  1996. 

•  Collaboration  Between  Title  I  and  II  and  CDC  HIV  Prevention 
Community  Planning  Groups:  Technical  Assistance 
Conference  Call.  Report  by  MOSAICA,  The  Center  for 
Nonprofit  Development  and  Pluralism,  Washington  D.C., 
September  1995. 

•  FY  1998  Title  I  Grant  Application  Guidance. 

•  FY  1998  Title  II  Application  Guidance. 

•  Resource  Guide  for  HIV  Quality  of  Care  Improvement. 
McClain,  M.  June  1996. 

•  Ryan  White  CARE  Act  Title  I  Manual,  April  1997. 

•  SCSN  Guidance.  March  1997. 


ABSTRACTS,  ARTICLES,  AND  REPORTS 

•  Benjamin,  A.E.  Perspectives  on  a  Continuum  of  Care  for 
Persons  with  HIV  Illnesses.  National  Center  for  Health 
Services  Research  and  Health  Care  Technology  Assessment, 
Rockville,  MD.  September  1989. 

•  JSI  Research  and  Training  Institute.  Moving  Forward: 
An  Assessment  of  Needs  and  Services  for  the  Evolving 
Epidemic  of  HIV  in  Massachusetts  1 995- 1 999.  1 995. 

•  McKinney,  M.  Consortium  Approaches  to  the  Delivery 
of  HIV  Services  Under  the  Ryan  White  CARE  Act. 
AIDS  and  Public  Policy  journal  8.3  (1 993):  1 1 5-1 25. 

•  Moore,  S.  Case  Management  and  the  Integration  of 
Services:  How  Service  Delivery  Systems  Shape  Case 
Management.  Social  Work  37  (1992). 

•  Sowell,  R.L.  and  Grier,  J.  Integrated  Case  Management: 
The  AID  Atlanta  Model,  journal  of  Case  Management 

4  (1995). 

•  Weisfeld,  VD.  AIDS  Health  Services  at  the  Crossroads: 
Lessons  for  Community  Care.  Robert  Wood  Johnson 
Foundation.  1 991 . 


42  Self-Assessment  Module  for  Ryan  White  CARE  Act  Title  I  HIV  Health  Services  Planning  Councils  and  Title  II  HIV  Care  Consortia 


BOOKS 


•  Bracht,  N.  (Editor).  Health  Promotion  at  the  Community  Level. 
Newbury  Park,  CA:  Sage,  1990. 

•  Evashwick,  C.  The  Continuum  of  Long-Term  Care: 
An  Integrated  Systems  Approach.  Delmar,  NY: 
Delmar  Publishers,  1996. 

•  Evashwick,  C.  and  Weiss,  L.  Managing  the  Continuum 
of  Care.  Rockville,  MD:  Aspen  Publishers,  1987. 

•  Hatry,  H.P.,  and  others.  How  Effective  Are  Your  Community 
Services?  Washington,  D.C.:  The  Urban  Institute  and 
International  City/County  Management  Association,  1992. 

•  Mor,  Fleishman,  Allen,  and  Piette.  Networking  AIDS  Services. 
Ann  Arbor:  Health  Administration  Press,  1994. 

•  Patrick,  D.L.  and  Erikson,  P.  Health  Status  and  Health 
Policy:  Allocating  Resources  to  Health  Care.  New  York: 
Oxford  University  Press,  1993. 
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HIV  Continuum 


HIV  Continuum  Of  Care 


Continuum  of  care  is  a  term  encompassing  the  comprehensive 
range  of  services  needed  by  individuals  or  families  with  HIV 
infection  in  order  to  meet  their  health  care  and  psychosocial 
service  needs  throughout  the  course  of  their  illness.  The  concept 
of  a  continuum  suggests  that  services  must  be  organized  to 
respond  to  changing  individual  or  family  needs  in  a  holistic, 
coordinated,  and  timely  manner,  reducing  fragmentation  of 
care.  The  continuum  must  also  include  strategies  for  linking 
services,  so  that  from  the  perspective  of  people  living  with 
HIV  disease,  there  exists  a  "seamless"  service  delivery  system. 

The  continuum  of  care  must  be  defined  by  and  for  each 
community.  The  "ideal"  continuum  of  care  should  be  the  set 
of  services  and  strategies  (or  mechanisms)  for  linking  services 
that  would  be  available  to  PLWH  if  the  community  had 
unlimited  resources  to  allocate  to  HIV  care.  From  this  "wish 
list,"  the  community  should  define  its  "core"  continuum  of 
care.  The  core  continuum  of  care  is  the  set  of  services  and 
strategies  to  link  services  that  a  planning  council  or  consortium 
has  decided  should  be  available  to  PLWH  in  their  community. 
Neither  the  ideal  continuum  of  care  nor  the  core  continuum 
of  care  is  defined  only  by  the  resources  directly  available  to 
the  planning  council  or  consortium.  The  "existing"  continuum 
of  care  includes  a  set  of  services  and  strategies  to  link  services 
in  place  currently. 

The  following  categories  of  services  could  be  considered  for 
inclusion  in  the  continuum  of  care: 
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Ambulatory/Outpatient  Medical  Care:  Provision  of  professional 
diagnostic  and  therapeutic  services  rendered  by  a  physician, 
physician's  assistant,  clinical  nurse  specialist,  or  nurse  practitioner 
in  an  outpatient,  community-based,  and/or  office-based  setting. 
This  includes  diagnostic  testing,  early  intervention  and  risk 
assessment,  preventive  care  and  screening,  practitioner  exami- 
nation, medical  history  taking,  diagnosis  and  treatment  of 
common  physical  and  mental  conditions,  prescribing  and 
managing  medication  therapy,  care  of  minor  injuries,  education 
and  counseling  on  health  and  nutritional  issues,  minor  surgery 
and  assisting  at  surgery,  well-baby  care,  continuing  care  and 
management  of  chronic  conditions,  and  referral  to  and  provision 
of  specialty  care. 

Case  Management:  A  range  of  client-centered  services  that 
links  clients  with  health  care,  psychosocial  and  other  services 
to  insure  timely,  coordinated  access  to  medically  appropriate 
levels  of  health  and  support  services,  continuity  of  care,  on- 
going assessment  of  the  client's  and  other  family  members' 
needs  and  personal  support  systems,  and  inpatient  case 
management  services  that  prevent  unnecessary  hospitalization 
or  that  expedite  discharge,  as  medically  appropriate,  from 
inpatient  facilities.  Key  activities  include  initial  comprehensive 
assessment  of  the  client's  needs  and  personal  support  systems; 
development  of  a  comprehensive,  individualized  service  plan; 
coordination  of  the  services  required  to  implement  the  plan; 
client  monitoring  to  assess  the  efficacy  of  the  plan;  and  periodic 
re-evaluation  and  revision  of  the  plan  as  necessary  over  the  life 
of  the  client.  May  include  client-specific  advocacy  and/or  review 
of  utilization  of  services. 

Dental  Care:  Diagnostic,  prophylactic  and  therapeutic  services 
rendered  by  dentists,  dental  hygienists,  and  similar  professional 
practitioners. 
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Drug  Reimbursement  Program:  Ongoing  service/program  to 
pay  for  approved  pharmaceuticals/medications  for  persons  with 
no  other  payment  source. 

a.  State-Administered  Drug  Reimbursement  Program: 

Title  II  CARE  Act-funded  and  administered  program  or 
other  state-funded  Drug  Reimbursement  Program,  or 

b.  Local/Consortium  Drug  Reimbursement  Program: 

A  program  established,  operated,  and  funded  locally 
by  a  Title  I  EMA  or  a  consortium  to  expand  the  number 
of  covered  medications  available  to  low-income  patients 
and/or  to  broaden  eligibility  beyond  that  established 
by  a  state-operated  Title  II  or  other  state-funded  Drug 
Reimbursement  Program. 

Health  Insurance:  A  program  of  financial  assistance  for 
eligible  individuals  with  HIV  disease  to  maintain  a  continuity 
of  health  insurance  or  to  receive  medical  benefits  under  a 
health  insurance  program,  including  risk  pools. 

Home  Health  Care:  Therapeutic,  nursing,  supportive  and/or 
compensatory  health  services  provided  by  a  licensed/certified 
home  health  agency  in  a  home/residential  setting  in  accor- 
dance with  a  written,  individualized  plan  of  care  established 
by  a  case  management  team  that  includes  appropriate  health 
care  professionals.  Component  services  are  defined  separately 
below: 

a.  Para-Professional  Care:  Homemaker,  home  health  aide, 
and  personal/attendant  care; 

b.  Professional  Care:  Routine  and  skilled  nursing,  mental 
health,  developmental,  and  rehabilitation  services; 


c.  Specialized  Care:  Intravenous  and  aerosolized  medication 
treatments,  diagnostic  testing,  parenteral  feedings,  and 
other  high-technology  services; 

d.  Durable  medical  equipment:  Prosthetics,  devices,  and 
equipment  used  by  clients  in  a  home/residential  setting 
(e.g.,  wheelchairs,  inhalation  therapy  equipment,  or 
hospital  beds). 

Hospice  Services: 

a.  Home-Based  Hospice  Care:  Nursing  care,  counseling, 
physician  services,  and  palliative  therapeutics  provided 
by  a  hospice  program  to  patients  in  the  terminal  stages 
of  illness  in  their  home  setting. 

b.  Residential  Hospice  Care:  Room,  board,  nursing  care, 
counseling,  physician  services,  and  palliative  therapeutics 
provided  to  patients  in  the  terminal  stages  of  illness  in  a 
residential  setting,  including  a  non-acute  care  section  of 
a  hospital  that  has  been  designated  and  staffed  to  provide 
hospice  services  for  terminal  patients. 

Mental  Health  Therapy/Counseling:  Psychological  and 
psychiatric  treatment  and  counseling  services,  including 
individual  and  group  counseling  provided  by  a  mental  health 
professional  licensed  or  authorized  within  the  state,  psychiatrists, 
psychologists,  clinical  nurse  specialists,  social  workers,  and 
counselors. 

Nutritional  Services:  Provision  of  nutrition  education  and/or 
counseling  which  should  be  reported  as  a  part  of,  or  sub-category 
of,  Counseling  (Other).  Provision  of  food,  meals,  or  nutritional 
supplements  should  be  reported  as  a  part  of,  or  sub-category 
of,  Food  Bank/Home-Delivered  Meals/Nutritional  Supplements. 
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Rehabilitation  Care:  Services  provided  by  a  licensed  or 
authorized  professional  in  accordance  with  an  individualized 
plan  of  care  which  is  intended  to  improve  or  maintain  a 
client's  quality  of  life  and  optimal  capacity  for  self-care.  This 
definition  includes  physical  therapy,  speech  pathology,  and 
low-vision  training  services. 

Substance  Abuse  Treatment/Counseling:  Provision  of  treatment 
and/or  counseling  to  address  substance  abuse  (including  alcohol) 
problems  in  an  outpatient  or  residential  health  services  setting. 

Support  Services: 

a.  Adoption/Foster  Care  Assistance  (Permanency  Planning): 

Assistance  in  placing  children  younger  than  20  in  temporary 
(foster  care)  or  permanent  (adoption)  homes  because 
their  parents  have  died  or  are  unable  to  care  for  them 
due  to  HIV-related  illness. 

b.  Buddy/Companion  Services:  Activities  provided  by  peers 
or  volunteers  to  assist  a  client  in  performing  household 
or  personal  tasks.  Buddies  also  provide  mental  and  social 
support  to  combat  loneliness  and  isolation. 

c.  Client  Advocacy:  Assessment  of  individual  need,  provision  of 
advice  and  assistance  obtaining  medical,  social,  community, 
legal,  financial,  and  other  needed  services.  Advocacy  does  not 
involve  coordination  and  follow-up  on  medical  treatments. 

d.  Counseling  (Other):  Individual  and/or  group  counseling, 
other  than  mental  health  counseling  provided  to  clients, 
family,  and/or  friends  by  non-licensed  counselors.  May 
include  psychosocial  providers,  peer  counseling/support 
group  services,  caregiver  support/bereavement  counseling, 
drop-in  counseling,  benefits  counseling,  and/or  nutritional 
counseling,  or  education. 
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e.  Day  or  Respite  Care:  Home-  or  community-based 
non-medical  assistance  designed  to  relieve  the  primary 
caregiver  responsible  for  providing  day-to-day  care  of 
client  or  client's  child. 

f.  Direct  Emergency  Financial  Assistance:  Provision  of 
short-term  payments  to  agencies,  or  establishment  of 
voucher  programs  to  assist  with  emergency  expenses  related 
to  food,  housing,  rent,  utilities,  medications,  or  other 
critical  needs. 

g.  Food  Bank/Home  Delivered  Meals/Nutritional  Supple- 
ments: Provision  of  food,  meals,  or  nutritional  supplements. 
Not  nutritional  education  and  counseling  which  is  reported 
under  the  category,  Counseling  (Other). 

h.  Health  Education/Risk  Reduction:  (1)  Provision  of 
information,  including  information  dissemination  about 
medical  and  psychosocial  support  services  and  counseling 
or  (2)  preparation/distribution  of  materials  in  the  context 
of  medical  and  psychosocial  support  services  to  educate 
clients  with  HIV  about  methods  to  reduce  the  spread  of  HIV. 

i.  Housing  Assistance/Housing-Related  Services:  This 
includes  assistance  in  locating  and  obtaining  suitable, 
ongoing,  or  transitional  shelter;  costs  associated  with 
finding  a  residence  and/or  subsidized  rent;  and,  residential 
housing  services,  which  are  the  provision  of  housing 
assistance  in  a  group  home  setting. 
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j.  Outreach:  Programs  which  have  as  their  principal  purpose 
identifying  people  with  HIV  disease  so  that  they  may 
become  aware  of  and  may  be  enrolled  in  care  and 
treatment  services,  not  HIV  counseling  and  testing  nor 
HIV  prevention  education.  Outreach  programs  must  be 
planned  and  delivered  in  coordination  with  local  HIV 
prevention  outreach  programs  to  avoid  duplication  of 
effort,  be  targeted  to  populations  known  through  local 
epidemiologic  data  to  be  at  disproportionate  risk  for  HIV 
infection,  be  conducted  at  times  and  in  places  where  there 
is  a  high  probability  that  HIV-infected  individuals  will  be 
reached,  and  be  designed  with  quantified  program  reporting 
that  will  accommodate  local  effectiveness  evaluation. 

k.  Referral:  The  act  of  directing  a  person  to  a  service  in 
person  or  through  telephone,  written,  or  other  type  of 
communication.  Referral  may  be  made  formally  from  one 
clinical  provider  to  another,  within  a  case  management 
system  by  professional  case  managers,  or  informally 
through  support  staff. 

I.  Transportation:  Conveyance  services  provided  to  a  client  in 
order  to  access  health  care  or  psychosocial  support  services. 
May  be  provided  routinely  or  on  an  emergency  basis. 

m.  Other  Support  Services:  Direct  support  services  not 
listed  above,  such  as  translation/interpretation  services. 
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Integrating 
Mechanisms 


Integrating  Mechanisms 


The  following  explanation  of  integrating  mechanisms  for  the 
continuum  of  care  is  taken  from  Evashwick's  The  Continuum  of 
Long-Term  Care:  An  Integrated  Systems  Approach  (1996,  Delmar 
Publishers,  ISBN  0-8273-6151-3),  pages  10-11. 

By  definition,  a  continuum  of  care  is  more  than  a  collection 
of  fragmented  services.  It  is  an  integrated  system  of  care. 
To  gain  the  system  benefits  of  efficiencies  of  operation,  smooth 
patient  flow,  and  quality  of  service,  integrating  mechanisms 
are  essential.  Four  integrating  management  systems  are 
imperative:  inter-entity  structure,  care  coordination,  information 
systems,  and  financing. 

Inter-entity  structure  means  that  management  arrangement 
and  operating  policies  are  in  place  to  enable  service  [providers] 
to  coordinate  care,  facilitate  smooth  [client]  flow,  and  maximize 
use  of  professional  staff  and  other  resources. 

Care  coordination  refers  to  the  coordination  of  the  components 
of  care,  usually  by  a  combination  of  a  dedicated  person  [e.g., 
case  manager],  and  established  processes  that  facilitate  com- 
munication among  professionals  of  various  disciplines  at 
multiple  sites. 

Integrated  information  systems  refer  to  one  [client]  record 
that  combines  financial,  clinical,  and  utilization  information  to 
be  used  by  multiple  providers  and  payers  across  multiple  sites. 

Integrated  financing  removes  barriers  to  continuity  and 
appropriateness  of  care  by  having  available  adequate  financing 
for  [all  service  components  as  defined  in  the  continuum  of 
care],  preferably  paid  through  a  capitated  arrangement. 
(Evashwick,  1996) 
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Methods  of  Service  Coordination 


These  methods  are  used  to  coordinate  activities  between  and 
among  service  programs. 

•  representation  on  the  council  or  consortium  as  a  member 

•  participation  as  a  council  or  consortium  sub-committee 
ad  hoc  member 

•  joint  needs  assessment  activities 

•  joint  comprehensive  planning  activities 

•  joint  prioritization  activities 

•  memoranda  of  agreement  on  referral/coordination 

•  joint  or  collaborative  contract  administration/monitoring 

•  contractual  arrangements  to  provide  services 

•  joint  cross-training/staff  development/orientation 

•  regular  meetings  of  primary  care  and/or 
social  services  staff 

•  regular  meetings  of  program  managers 

•  joint  case  conferences 

•  standardized  practice  procedures  or  guidelines 

•  out-stationing  staff 

•  shared  staff  arrangements 
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